of publication, all except 6 patients having been followed up for a minimum of 24 months. A high mortality in the group under 3 years of age correlated with multiple system and skin involvement, and patients with disease of lungs, liver, spleen and heemopoietic system were in special danger. Treatment with antimetabolites, antibiotics, steroids, radiation or alkylating agents, either singly or in combination, increased the survival time in a treated group in contrast with a comparable untreated group.
We were encouraged by the prompt improvement reported by Beiei et al. (1963) to use vinblastine sulphate in our patient. This alkaloid may have accelerated disappearance of the cutaneous involvement which has not recurred since. Radiological evidence of improvement of the osteolytic lesion in the right supra-orbital region only followed X-ray therapy to this site.
Multiple Reticulohistiocytosis E Swart MMed (for H T Calvert FRCP) (Royal Berkshire Hospital, Reading) A D, woman aged 47 History: Onset of symptoms four months prior to admission in January 1969. Patient presented with red streaking along the backs of the fingers; redness and irritation, involving upper arms, face and V area of the neck; purple lumps on the sides of the fingers, fluctuating in size from time to time; pain (without swelling) in elbows, wrists, the small joints of the fingers, hips, knees and ankles; and generalized muscle pain and tenderness. There was marked loss of weight, tiredness and lethargy. Skin biopsies: Section of finger: epidermis appeared healthy, but dermis contained numerous histiocytic cells, many of which were forming giant cells; scattered foci of lymphocytes in some areas; a few histiocytic cells contained traces of lipoid material. Section of upper arm showed a somewhat similar histological picture, but giant cells and histiocytic cells were less numerous; fibroblastic activity, degeneration of collagen and small cell infiltration were more apparent. Although there has been a marked improvement in the erythema of the upper arms and chest, the joint pains are still the same and new nodules have appeared on the knees, elbows and pinnxe of the ears.
Discussion
Multiple reticulohistiocytosis (multicentric reticulohistiocytosis, lipoid dermato-arthritis) is a systemic disease characterized by episodes of pyrexia, loss of weight, a papulonodular mucocutaneous eruption and polyarthritis. The characteristic histological finding is an infiltration of histiocytes and multinucleated histiocytic giant cells in the dermis and synovia of the joints. Similar changes can occur in the oral mucosa, pharynx, larynx, subcutaneous tissues, muscle, bone, lymph nodes and endocardium. This patient demonstrates some of the classical features of the disorder, as well as a few which have hitherto not been described. Typical nodules are present on the knees, elbows, pinne of the ears and on the fingers. The finger lesions have varied from time to time. Some fingers show nodules, whereas others have linear, purplish-red, raised streaks along the sides. There are no diffuse lichenified plaques on the neck or sacrococcygeal area, but the V area of the neck, back and front of the upper chest, and lateral aspects of both upper arms have a red and almost scleromyxcedematous appearance.
Although the patient complains of quite marked joint pains there is no swelling, deformity, impairment of the movements or any roentgen-ologic abnormality. One of the most interesting, and hitherto unreported, features of this case is the strongly positive serological tests for rheumatoid factor. As the patient's maternal aunt has rheumatoid arthritis, one wonders whether the statement by Orkin et al. (1964) , that multiple reticulohistiocytosis is not telated to rheumatoid arthritis, is completely valid. On the other hand the patient may have both multiple reticulohistiocytosis and an underlying rheumatoid tendency. The finding of a positive antinuclear factor is also in favour of this. The incidence of a positive antinuclear factor in rheumatoid arthritis varies between 10% (Friou 1958 ) and 65 % (Alexander et al. 1960 ).
Yet another curious feature in this case is the erythema along the extensor tendons on the back of the hands and fingers. No other clinical, serological or histological evidence of dermatomyositis could be demonstrated. In patients with multiple reticulohistiocytosis, cystic swellings, apparently arising from the tendon sheaths, may develop on the extensor or flexor aspects of the wrists. No such swellings are present in this patient. So far there has been slight improvement in the joint pains, but although many of the skin lesions have improved or disappeared, new ones have appeared in other areas, despite treatment with 60 mg prednisone per day. Orkin et al. (1964) , in reviewing the literature on 26 cases and describing one new case of their own, found the clinical course of the disease to be as follows: the eruption cleared in 25% of patients; in 25% it improved; in 25 % it remained the same, or fluctuated; and in 25 % it progressed. The arthritis disappeared in only one patient; in 2 it improved. In half of the remaining patients it remained stationary and in the other half it progressed. Arthritis mutilans of the hands occurred in 20% of the patients.
Various skin conditions have in common the proliferation of histiocytes at some stage during their development; e.g. histiocytoma, navoxantho-endothelioma, xanthoma, histiocytosis, multiple reticulohistiocytosis and granuloma annulare. Winkelmann & Muller (1963) are of the opinion that histiocytosis can be 'a primary or a terminal phase of either a benign or a malignant process involving proliferation of reticular cells of the dermis. Clinical syndromes could reflect different stimuli and variations in last response, all affecting the same reticular cell.' Dr Louis Forman: The erythema of the orbits, face and hands suggests dermatomyositis which, in an adult of 47 years, would indicate a 50 % chance, at least, of an associated carcinoma. The dermatomyositis is a manifestation of an autoimmune process which may include the formation of antinuclear antibodies, complement-fixing antibodies and complete antibodies giving the Prausnitz-Kiistner reaction to extract of the carcinoma. Although arthropathies with carcinoma may well be caused by autoimmune reactions I do not remember the Rose-Waaler test being described as positive.
( Dr I Sarkany: Both clinically and histologically, I think this is an early case of reticulohistiocytoma or lipoid dermato-arthritis. Some patients with this condition may be very ill and one patient with reticulohistiocytoma died at the Royal Free Hospital several years ago. Others may develop arthritis of varying degree which may involute or progress. About nine years ago, I saw a patient of Dr Harvey Blank's in Miami, Florida, with a mutilating type of arthritis due to reticulohistiocytoma. She recovered very well with the exception of the permanent changes in her hands caused by the arthritis.
Dr D E Sharvill: I showed a case to this Section with very numerous lesions of skin and synovial membranes, but with little disturbance of general health (Sharvill 1958, Proc. roy. Soc. Med. 51, 422) . Histologically the tumours consisted almost entirely of multinucleate giant cells. The nodules did not resemble those in today's patient at all. Dr Wilson-Jones: I agree with Dr Sarkany that this is likely to be multicentric giant cell reticulohistiocytoma. The histology supports this diagnosis although the changes are not fully developed. I suspect the biopsy is from an early lesion and that later biopsies will show the full-blown picture.
The following cases were also shown: The following cases were shown:
(1) Naevo-Xantho-Endothelioma (2) 
